Objectives: Most Organisation for Economic Co-operation and Development (OECD) countries have introduced cost-sharing. This study compares the views of patients who are used to a service that is free at the point of delivery with those who are used to a system where 70% of patients pay for consultations.
Introduction
Most countries strive to control rising health care costs by focusing on supply side factors, such as primary care gatekeeping or utilization review, 1, 2 or on demand side factors [3] [4] [5] [6] such as cost-sharing including co-payments and deductibles. 7 Demand side measures such as costsharing are intended to address the tendency for individuals to 'over-consume' when direct costs do not reflect full costs. 8 Many of the countries in the Organisation for Economic Co-operation and Development (OECD) have considered some form of costsharing, principally as a way of making consumers more cost-conscious and therefore more discerning about their demand for health care. 9 Cost-sharing is not unproblematic. [10] [11] [12] [13] [14] While even relatively small charges can be very effective at reducing demand for health services, 4,15 they affect both appropriate or highly effective care and inappropriate or rarely effective care. 16 They also disproportionately affect the poorest and those with the worst health, 14 changing access to health care from one based primarily on need towards one based on the ability to pay. These effects, as well as the greater incentive for providers to exploit their position where there are charges, 17 have fuelled debate regarding their merits and led some countries to operate exemptions from payments for the most vulnerable. [10] [11] [12] [13] Little is known about the attitude of users to the principle of out-of-pocket charges. It is probably assumed that users will favour a system where services are provided free at the point of delivery, though it could also be argued that considerable support exists for charges, given their effect on consumption and facilitation of faster access. 18 The aim of this paper is to compare the views of users on charging for general practitioner (GP) services, which is timely considering the recent debates about charging in the UK and Republic of Ireland (RoI). [19] [20] [21] Given the differences in the incidence of charges, the comparison of attitudes between the two countries may offer an insight into the role that familiarity with a system has upon attitudes.
The RoI health care system is a mixture of public and private schemes. Before 2001, eligibility for services was dependent on the level of household income with those below a defined income (after adjustment for age and number of dependants) being entitled to health care services free at the point of contact. In 2001, this was extended to include all patients aged 70 years and over, irrespective of income. General Medical Services (GMS) eligible patients now comprise about 30% of the population. All non-GMS patients pay a flat rate of approximately h35-55 (median US $65) to see their GP. In Northern Ireland (NI), like the rest of the UK, a universal health care system, free at the point of delivery, operates. A recent paper has demonstrated that more than one in four of those non-GMS (paying) patients in RoI have been deterred from seeing their GP due to the cost and that the deterrent effects are most pronounced among the poor and the sick. 21 
Methods
The data for this analysis were collected as part of a large survey of patients in selected practices in RoI and NI. 21 Twenty practices were selected in RoI to provide a nationally representative mix of practices according to location (rural, small town and city) and practice size (one of three groups based on whole-time-equivalent GP principals). 22 A random selection of 20 practices in NI was then drawn to match those in RoI and a random selection of 625 patients drawn from practice lists using computer generated random numbers, with no more than two people selected from any household. Parents/guardians were asked to complete questionnaires on behalf of patients under 16 years. The survey was conducted during October and November 2003.
In addition to the usual demographic variables, an array of socioeconomic data was collected including car ownership (categorized as no car, one or more cars, two or more cars); tenure (dichotomized into renting and non-renting); and academic attainment (three levels of educational attainment; primary school only, secondary level, tertiary level). Gross annual household income was also measured and adjusted for the number and type of dependants in the household. 23 Health measures included limiting long-term illness, general health over the preceding year and a two-question instrument for detecting patients at high risk of depression in a primary setting. 24 A question identical to one included in the Commonwealth Fund International Survey of inequalities in health care 25 asked whether patients had had a health problem in the previous year, but had been deterred from attending their GP due to the cost.
Patients were asked three questions regarding consultation charges; these related to consultations with the GP either at the surgery, at home during working hours, or out of hours such as evenings or weekends. A separate question was asked about charging for missed appointments.
The w 2 test was used to test for differences in the proportion of users across the various demographic and socioeconomic strata. Logistic regression analysis was undertaken to explore the independent effects of the various factors on user attitudes. Analysis was carried out in STATA with adjustment for the clustering of users within practices (using robust estimation).
Results
Completed responses were obtained from 11,870 respondents giving an overall response rate of 52%. Attitudes to charging in different circumstances and between the two countries are reported in Table 1 . The overwhelming majority of patients in NI (where no charges currently exist) was opposed to charging for any GP consultations, either at the surgery or at home. The majority of patients in RoI was in favour of charging with an overwhelming majority of those who currently pay being in favour of such charges. A greater proportion in both countries supported charging for home visits, especially those that occur out of office hours, perhaps in recognition of the additional work involved. Over 70% of NI users thought it was reasonable to charge for missed appointments compared with only 30% in RoI.
In RoI, support for charging was strongly related to income (Figure 1 ), though even in the poorest septile approximately 50% of the population was in favour of consultation charges. In contrast, in NI, the lack of enthusiasm for charging was fairly consistent across the income distribution. In RoI, those who had previously been deterred by the consultation charge were less likely than those who had not been deterred to indicate that it was reasonable to have to pay to see the GP, either at the surgery or for a home visit during working hours (Table 2 ). However, even among this group, the majority was in favour of consultation charges. Having been affected by the consultation charge in the previous year did not change the proportions in favour of charges for out of hours home visits or missed appointments. Very few people in NI had been affected by the cost of going to the GP 21 and this made little difference to their views on charging policy. Fisher's exact test for all differences between NI and the RoI are at the o0.001 level; all differences between GMS and non-GMS patients are significant at the o0.001 level except for 'missed appointments' which was significant at the 0.012 level
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Patient attitudes to co-payments for general practitioner services Three sets of logistic regression analyses were undertaken to characterize patients who thought it reasonable to charge for different types of GP service. This was only undertaken for RoI as the proportions in favour of charging were very low in NI. The results (Table 3) demonstrate that support for a consultation charge increased with age, with those patients aged over 70 years being three times more likely than those under 20 years to agree that it was reasonable to pay to see the GP at the surgery. There was no difference between the sexes and, once adjustment had been made for socioeconomic status, there was no association with marital status. Patients who were from more affluent households were more supportive of charging than those who were less well off. Those without a medical card (the paying patients) were more than twice as likely to support consultation charging. Not surprisingly, those who had been deterred from seeing the GP in the previous year because of cost were much less enthusiastic about a charging policy. Once differences in age and socioeconomic status had been controlled for, there was no independent association between health status and willingness to accept a consultation charge. Essentially the same models were produced for consultation charges for home visits either during working hours or out of hours; the principal difference was the absence of a significant relationship with age in either model.
Discussion
Approximately 70% of patients in RoI have to pay to see the GP, with exemptions for the poorest and those aged over 70 years. GPs do not have a prominent gatekeeper role and patients expect, and generally receive, rapid access to both GP and hospital services. By contrast, no charges are levied for GP consultations in NI, but GPs have a more significant gatekeeper role for access to secondary care services and, as in the rest of the UK, there are accusations of 'rationing by waiting list'.
The views of users in the two countries towards charges for GP services both reflected and supported the differences in the two health care systems. In NI, where services are free at the point of delivery, there was little support for the introduction of consultation charges; in the RoI, where consultation charges are the reality for the majority of the population, consultation charges were broadly supported. In NI, where appointment systems to see the GP are more common and waiting times are a concern, patients were much more willing, than those in RoI, to consider the introduction of charges for missed appointments.
Neither set of results is surprising; one would not expect opposition to charging to be strong among those who do not pay for services in the RoI, given that they enjoy relatively rapid access and do not incur a direct cost. That support is evident among those who do pay likely reflects the relatively high value attached to time that would otherwise be spent waiting for an appointment compared with the level of the charge, as well as, perhaps, resignation born from familiarity with the existence of charges. The degree of opposition to charges for primary care in NI mirrors that found by Park et al. 26 in Britain who suggest that this cannot be attributed to ignorance of the level and mechanics of a charging system. In Park et al.'s study, opposition remained unaffected by deliberative polling (provision of additional information), suggesting that primary care delivered free at the point of use is a cherished feature of the UK health care system. 26 Patient attitudes to co-payments for general practitioner services Original research
It is likely that the consultation charges in RoI lower demand for GP services and shorten waiting time for an appointment, obviating the need to introduce a charge to address this issue. By contrast in the UK system, where demand is strictly rationed by waiting, waiting time is likely to be relatively longer and the opportunity costs associated with missed appointments for all service users are likely to be relatively higher. That individuals may be more receptive to the use of charges as a means of encouraging scheduled appointments to be kept is thus expected. The views of the NI public seem to accord with those of the GPs in the UK generally, as 67% of GPs questioned supported the introduction of charges for missed appointments, 28 which they thought increased waiting times.
The study does, however, throw up some surprises. A majority of patients in RoI, who had in the previous year been deterred by the consultation charge from seeing a GP when they had had a medical problem, still favoured the existence of a consultation charge. Even allowing for the possibility that the missed visits related to minor ailments, one would have expected such patients to favour an abolition of charges. It is possible that individuals are willing to sacrifice visits for minor ailments in return for faster access on other occasions.
Within Ireland, the results are consistent with expectations. As incomes increase, so the relative cost of a charge will diminish. If faster access is permitted by charges, as the relative cost of attaining this falls, so one would anticipate opposition to charging to diminish. This is indeed the case as seen in the odds ratios related to income in Table 3 . These results are broadly mirrored in respect of home visits. Similarly, relative to those who had missed an appointment due to cost, the greater support for charges among those who had not is as one would expect.
The response rate to the survey was in line with large population-based studies in RoI. Analysis indicated that respondents and the sample were reasonably matched and re-weighting the data to represent the national age and sex distributions produced no significant differences in any of the models presented. An acknowledged limitation of the question design is that those in favour of charging do not necessarily mean that this should apply to them. Presumably, the GMS patients and those towards the lower end of the RoI socioeconomic scale were in favour of the more affluent patients continuing to pay for service. Due to limitations in survey space, the study was not able to explore patients' preferred funding options such as increased taxation versus consultation charges, or the patient value systems that produced these views on charging. Further qualitative research could explore these issues or gauge support for amendments to the system such as extending the numbers to whom exemptions are offered or the level of charges levied.
Conclusions
In respect of charges for GP services, the study indicates broad support for the current positions of the two health care systems on the island of Ireland among the populations they serve. Variations in support by socioeconomic group within RoI are in line with expectations and likely reflect the relative cost of charges to different groups. In NI, support does exist for the use of charges for missed appointments, a position echoing that of service providers. Whether such a system would be practical, given the probability that it would have to incorporate a system of exemptions, is debatable. There is minimal public support for charging beyond this in NI, a finding that again echoes that of NI GPs. 27 However, what underlies support for or opposition to charges warrants further investigation.
